Yu et al. [1] are congratulated on their achievement of successfully closing allegedly doubly committed ventricular septal defects in their series of 35 children recently reported in the journal. However, can we be sure that the defects in question were truly doubly committed and juxta-arterial? The criterion stated by the authors for diagnosis in this fashion was that the defect should be 'located at the 12.00 to 1.30 o'clock position in the parasternal short axis view'. The criterion for diagnosis of the doubly committed and juxta-arterial defect, however, is dependent on its borders rather than its location. However, the doubly committed variant is one of the defects that can open to the outflow tract of the right ventricle and hence be detected 'in the 12.00 to 1.30 o'clock position'. In our recent experience in Cincinnati, of the defects detected on the basis of 'conal hypoplasia' and opening to the right ventricle in this position when assessed echocardiographically, only a proportion was found to be doubly committed based on their borders, specifically with fibrous continuity between the leaflets of the aortic and pulmonary valves forming their cranial margin. It is not possible to distinguish this feature of fibrous continuity between the leaflets of the aortic and pulmonary valves in Fig. 3 as provided by Yu et al. [1] . The defects illustrated could just as well have been muscular outlet defects or perimembranous defects with outlet extension. Because another criterion for exclusion was size <5 mm, it seems that the defects could have possessed completely muscular borders, and more so since the authors describe the pulmonary 'annulus' as being 'slightly higher than the aortic annulus' in their patients. Had the defects truly been doubly committed, then the so-called 'annuluses' would have been at the same level. We do not mean to question the efficacy of the method proposed by the Chinese authors. If it is to be more widely used, nonetheless, then surely it is crucial to provide more precise details of the criteria used so as to diagnose the defects as being doubly committed and juxta-arterial? We read with great interest the recent paper by Nathan et al. [1] published in this journal. The authors presented a cohort of 212 patients with unbalanced atrioventricular septal defects (uAVSDs), comparing the results of 3 different surgical strategies: single-ventricle palliation (SVP; 82 patients), biventricular repair (67 patients) and biventricular conversion or recruitment (BiVC/BiVR; 63 patients). They reported significantly better survival with both biventricular repair and BiVC/BiVR strategies compared with SVP.
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However, their comparison was biased in favour of the BiVC/BiVR group in several ways. Their time series analysis began at the time of first stage palliation for SVP patients, while it began at the time of complete repair for BiVR/ BiVC patients, introducing a substantial survivorship bias. All patients who died prior to conversion were counted in the SVP group, leaving a selected group of survivors to undergo BiVC/BiVR. Furthermore, patients who underwent SVP had higher rates of RV dominance (86.6% vs 61.9%), which had previously been shown as a risk factor for death in SVP [2] . The SVP group also had a much greater proportion of neonates (68.3% vs 3.2%), pulmonary vein disease (31.7% vs 22.2%) and associated cardiac anomalies (43.9% vs 27.0%), all of which have been associated with mortality. It is likely that the highly selected group undergoing BiVC/BiVR would have had similarly good results with the Fontan circulation.
In Melbourne, SVP is performed for patients with uAVSD who are not candidates for initial biventricular repair. We have recently published the longterm outcomes of 139 uAVSD patients who underwent SVP [3] . We observed a similar attrition to Nathan et al. in the overall cohort, with a survival rate of 61.8% at 15 years. However, patients who achieved Fontan completion had much better results than previously thought, with 83.5% freedom from death and Fontan takedown at 15 years. This is similar to the results for BIVC/BiVR reported by Nathan et al. [1] , and it is likely that this cohort includes a similar degree of survivorship bias.
Importantly, we observed that atrioventricular valve (AVV) regurgitation is a major contributor to morbidity and mortality observed in these patients [4, 5] . Patients with AVV regurgitation who achieved successful repair had much better outcomes than those with a significant residual regurgitation [4] . Our focus is on improving the outcomes of AVV repair in these patients, as we believe this will be the key to improved survival.
The work by Nathan et al. is important, and their results are encouraging. However, we emphasize that palliation with the Fontan circulation remains an important option for these patients. Advancements in techniques for repairing the AVV might further improve the outcomes for patients with uAVSD who undergo SVP.
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